MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 163=038169

DEFARTMENT OF PU BL': lHE.l.uI.Tl-.l- ..AND WEL FARA ] o 100 6 STATE FILE NUREER
DO NOT WRITE AMENDED egiatration District No L Primary Registration District No. 3__Eeg|lrrar ‘s No. ___ 9 22

ON THIS STUB
F. l|EEE! ;m:i ; Igw 2. USUAL RESIDENCE (Where deceased lived. If institvlion: Residence hefore

VS 300 s. COUNTY B a. STATE Mo b. COUNTY admiasion)
e
Rev. 4/59

b %TRY {If ourside corporate limils, give TOWNSHIP anly} Length of stay In 1b e, CI'LY Inside Limits

TOWN ot Louls o St.Louls Yes [0 No [J

c. FULL NAME OF {If NOT in hosgitel, give location) Inside Liméts d. STREET (1f cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

INSTITUTION CitY gospitﬂl Yes[J No O h335 HEunt Avenue Yes [1 No O
3. NAME OF DECEASED First Middle Last 4. DATE Menth Day Year

(Type or print} Maude M, Williams DEATH 9 -24-63

5 SEX 6. COLOR OR RACE 7. Married [J Never Married ] [8. DATE %f ngq 9. AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
1]

Female White Widowed X Divorced [ Y@nths ﬁ;; ; Hours Min.

10s. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and slate or country} | 12. CITIZEN QF WHAT COUNTRY

A%&g%wnrhing life, aven If ratired) HOSPitBl Eugene MD
.

Fla. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Jemes Henderson Cynthia Randel Hilliams

15, WAS DECEASED EVER IN U.5. ARMED FORCES 156. SOCIAL SECURITY NO. [ 17. INFORMANT Address

(Yes, nu,ﬁaﬂknown] {if yes, give war or dates of Jan_'[s Hood l|.0214 P]_eaaant

LJ
18. CAUSE OF DEATH (Enter only one cauvse perwmr ror (o oy e 57 INTERVAL BETWEEN
ART |. DEATH WAS CAUSED BY: QNSET AND DEATH

DATE AMENDED

DOCUMENT

Conditions, if any,-
which gave rise to o
above c;uu d(a), A ° \A
stating the under. A ‘

lying couse last. DUE TO -.._ . '\Q“‘I‘) \n/ AR

PART |I. OTHER SIGNIFICANT couomohh)bommamms 0 DEAIH Bur not relsted o the terminel PART NI, If daceased was femsle  wor
disease condition given in PART | {a) there a pregnancy in last 90 days.

G..C_C.\ 70%& 2 1O ves I &t I O Unknown

19. WAS AUTOPSY |/20a. ACCI SVICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART |l of item 18.)
PERFORMED? 4 0 a
S ga o R vwe ¢ Lam

YES (] NO
Z0c. TIME OF _Houl  Month, Day, Year |
INJURY am.
{ em G-U-b)

20d. INJURY‘OCCURRED 2Ce. PLACE OF INJURY [e.9., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY

WHILE AT WOQRK (J farm, fectory, street, office bidg., etc,
h BJ.\ = u U\-LQ LY
Al

NOT WHILE AT WORK
her .
21. | attended the deceased from X and last saw |, alive on
Daath occurred at m on the date stated sbove, and to the best of my knowledge, from the causes stated.
< 22’)SIGNAIU?E ;! f: f 22b. ADDRESS W 2&: AéE SIGNED
23a. BURLAL, CRE 10N, | 23b. DATE 2. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or counly} T (State)
REMOVAL {Spefify) -
e j; 9.27_63 Criizory CEre ey De Soto Missouri

H&m]ﬁmECTOR '- - ADDRESS 25. DATE RECD. B‘I'. LOCAL REG. 26. REGISIRAR'S SIGNA RE‘
Thomas J, Finan 1519 S, Grend Blvd. SEP 26 1963 M ;szf U no.

{Licansad Embalmee’s Staternent on Reverse Side)
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MEDICAL CERTIFICATION

SHOULD READ

USE BLACK INK
CR
TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




— — ._.__?.__._ [P e e b e m
STATEMENT BY LICENSED EMBALMER

hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

~or by - . Student Embalmer No.
. ~

e

working under my personal supervision.

Signature of Student Embalmer V
ieensed Embalmer No. 5
. , oy €
P. O. Address,
/

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). .
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
. Jf this body is not embalmed, fact should be so stated above.

Student




